Depression is common but is given far less attention among men than women, especially among young Swedish men. In this article we highlight young urban men's experiences of depression and help-seeking in relation to their conception of masculinity, as one way to better understand young men's situation when suffering from depression. We carried out a qualitative study and interviewed 13 men, 21 to 32 years old. The open-ended interviews were analyzed with qualitative content analysis and we discovered one overarching theme: It's interfering with life, identity, and gendered ideas. The men's illness journey was characterized by a struggle impacting all aspects of life. Portrayals included negotiating norms of ideal masculinity to accept and express symptoms and to be accepted by others. The men described a struggle with the ability, willingness and possibility to receive treatment. The symptoms were eventually accepted and expressed and help was sought, however the process was delayed because of prevailing gender ideals. These findings can contribute to improved interventions, treatment and equality in care as well as decrease stigma.
For a long time, depression has predominantly been considered a women's illness (Lehti, 2009) and it is well documented that depression is more common among women compared with men (Kessler, Chiu, Demler, Merikangas, & Walters, 2005) . There is, however, a growing awareness that depression is a large problem among men as well (Suvisaari et al., 2009 ) and an increasing problem among young men (National Board of Health & Welfare, 2009 ).
Some differences have been reported in men's and women's descriptions of their depressive symptoms (Danielsson & Johansson, 2005; Heifner, 1997) . Women are more likely to emphasize guilt, shame, sadness and internalizing symptoms (Danielsson, 2010; Danielsson, Bengs, Lehti, Hammarström, & Johansson, 2009; Danielsson & Johansson, 2005) . Men more seldom adhere to symptoms indicated by the Diagnostic and Statistical Manual of Mental Disorders (DSM) criteria compared with women (Lehti, 2009) . They are more prone to express physical symptoms, for example chest pain and externalizing symptoms such as aggression, risk-taking (Cochran & Rabinowitz, 2003) , and substance use, particularly alcohol (Heifner, 1997) .
Several conceptual frameworks, such as the masked depression, the masculine depression, and the gendered responding framework, highlight the role of gender and masculinity in relation to depression among men (Addis, 2008) . These different frameworks all argue that masculinity and gender norms, through gender socialization, may influence how men learn to experience, express and respond to emotions and depression (Addis, 2008) . Gender norms include the masculine expression that is considered to be ideal in a particular society defined by characteristics that bring high status and serve as a benchmark when individuals' masculinities are constructed (Addis, 2008; Connell & Lindén, 1999) . Men in a particular society generally agree upon traditional definitions of the ideal man, such as being tough and not asking for help (Courtenay, 2000) . However, factors such as social position can have an impact on what is considered ideal masculinity, as the position in the social structure enables and hinders different forms of gendered actions (Courtenay, 2000) . For example, it might be ideal for high-status business men to work hard, whereas for lower status working men it could be ideal to engage in dangerous work tasks (Courtenay, 2000) . Also, men with depression with an academic background more often assume that the cause of their illness is work-related, whereas those with a manual working background more often mention family relations (Danielsson, 2010) . Furthermore, young men from higher status areas have been described to be more tolerant of less ideal masculine traits, compared with young men from lower status areas (De Visser, Smith, & McDonnell, 2009 ). In Sweden efforts have been made to increase gender equality, such as enabling women to work by providing day-care for children and encouraging men to take parental leave (Johansson & Kuosmanen, 2003) . Sweden is described as a feminine society by Arrindell et al. (2003) , defined as such, for example, because of the belief in gender equality and less occupational and educational segregation. A breadwinner model, which is nondominant and now governing, and ideal traits of masculinity, such as being career-oriented, are paralleled with the need to engage in child care (Johansson & Kuosmanen, 2003) . In Sweden, gender equality, demonstrated by, for example, equal sharing of parental leave, is more common among highly educated couples with equal earnings who live in Metropolitan areas (The Swedish Social Insurance Agency, 2013) . Despite this progress (Johansson & Kuosmanen, 2003) , the traditional view of masculinity and the ideal man remain to a large extent.
Masculine ideals have been described to influence both men's experiences of depression (Danielsson, 2010; Emslie, Ridge, Ziebland, & Hunt, 2006; Oliffe et al., 2010a; Oliffe, Robertson, Kelly, Roy, & Ogrodniczuk, 2010b) and their help-seeking behavior (Oliffe & Phillips, 2008; Yousaf, Popat, & Hunter, 2015a; Yousaf, Grunfeld, & Hunter, 2015b) . Several studies of men's experiences of depression have shown that typical aspects of feeling mentally ill, for example showing vulnerability and asking for help, could be seen as signs of weakness (Heifner, 1997) . Studies from North America reveal that men diagnosed with depression experienced that they have to be strong, successful, independent, perform well (Heifner, 1997) and manage on their own (Oliffe et al., 2010b) . There is some evidence for this in the Swedish setting as well, where Danielsson (2010) found men with depression to express a need to perform well. Regarding helpseeking, the dominant view is that men are more reluctant to seek help for depression than women (Andrews, Issakidis, & Carter, 2001; Wallerblad, Möller, & Forsell, 2012; Moller-Leimkuhler, 2003; Wendt & Shafer, 2016) . Only about 50% of men with depression consult health services in Sweden (Wallerblad et al., 2012) and in other high-income countries (Isometsä, Aro, & Aro, 1997; Essau, 2005; Andrews et al., 2001) . Gender differences in the use of mental health services can be a result of social norms (Pattyn, Verhaeghe, & Bracke, 2015) such as the need for men to cope on their own, not express emotions, be independent and view symptoms as insignificant (Andrews et al., 2001) . It is suggested that young men are more likely than elderly men to express emotional pain (Danielsson, 2010) , but more negative toward the idea of seeking help (Yousaf et al., 2015a) .
Young men and women have been noted to have a different etiology in depression onset than do adults (Jaffee & Price, 2007) . Focusing on young people affected by depression is important because they have an increased risk of other forms of mental ill-health as well as suicide, substance dependence and unemployment (Fergusson, Boden, & Horwood, 2007; Lundin, Lundberg, Allebeck, & Hemmingsson, 2011; SBU, 2004) .
There are potentially substantial individual and societal benefits to intervening early in the development of depression, especially given that depression often reoccurs (Von Knorring, Von Knorring, & Waern, 2013) . It is of interest to explore these early mechanisms during a period when young men are forming their masculine identities. Sweden, especially the metropolitan areas, represents a unique opportunity to study this in an environment with high gender equality. Recently, more attention has been given to men and their experience of depression (Spendelow, 2015; Whittle et al., 2015; Yousaf et al., 2015a) , especially in North America, but only a few, conducted among Canadian college students, focus on young people specifically (Spendelow, 2015) . Among the few studies conducted in Sweden, most include both men and women and mixed age groups (Danielsson, Bengs, Samuelsson, & Johansson, 2011; Skärsäter, Dencker, Häggström, & Fridlund, 2003) .
How young men in different settings describe their experiences of mental ill-health and help-seeking can highlight important knowledge on how to adapt prevention and treatment to accommodate young men's varied needs. The aim of this study was to expand upon previous work by describing young, urban, Swedish men's experiences of depression and help-seeking. In particular, we will look at how ideal masculinity influences the experience of depression and help-seeking.
Method

Design and Setting
The authors conducted a descriptive, qualitative study (Sandelowski, 2000) to obtain rich portrayals regarding young men's experiences of depression and help-seeking. This design allows a focus on straight descriptions of a particular phenomenon and was chosen because we wanted to stay close to the men's stories and use a less abstract rendering of data (Sandelowski, 2000) .
The setting is Sweden, a Nordic country with a life time incidence of depression of about 36% for women and 23% for men (Mattisson, Bogren, Nettelbladt, Munk-Jörgensen, & Bhugra, 2005) . There are higher levels of low mood in winter when sunlight is reduced (Magnusson, 2000) but the seasonal differences are less prominent among men than women (Rastad, Sjödén, & Ulfberg, 2005) . Sweden is a welfare state with a relatively strong redistributive system. Up to the age of 18, The Public Child and Adolescent Mental Health Service treat the majority of young people who seek care for mental problems. This service is free of charge, as are youth clinics that provide mental health services for 12 to 23 year olds. Public primary care (low fees) or private care (high fees) as well as Internet-based psychiatric help are also available, as are psychiatric emergency units. The latter care facilities are mainly for persons above 18 years.
Data Collection and Participants
For the recruitment of study participants, we used purposeful, criteria-based sampling (Patton, 2002) to include young men who both experienced depression, and sought help for it. Men were selected from the participants of an accessible, already performed randomized controlled trial (RCT) in Sweden from 2011 to 2012 (Hallgren et al., 2015) . It included men and women, 18 to 71 years old, with depression. For the current study Swedish speaking men between 18 and 32 years old and living in metropolitan areas were This document is copyrighted by the American Psychological Association or one of its allied publishers.
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strategically selected. The men were given some time after the RCT for reflection, before they were contacted by the main author and asked about participation in interviews. Twenty-seven men fulfilled the inclusion criteria and were contacted one at a time, starting in one metropolitan area. The men got a letter with information about the study, including the use of tape recording, data management and confidentiality procedures and that they would receive a phone call from a researcher to give additional information and inquire about participation. The men were informed that it was voluntary to participate, and that they had the right to withdraw from the study at any point. If they consented to participate after the information was given, the main author and the participant decided, over the phone, on the time and location for the interview. Of the 27 men contacted, 13 men agreed to be interviewed. Nine interviews were conducted in one metropolitan area and four in another. All interviews were held in centrally located group rooms between November 2013 and May 2014. Open-ended individual interviews were conducted using an interview guide. At first the men were asked about living arrangements and social background. This was followed by questions regarding their current life situation and their experience of symptoms. If not already covered, questions were posed about masculinity and depression, as well as help and care-seeking. The men were given the opportunity to speak freely around open-ended questions, and probing techniques were used. Most participants talked without much need for follow-up questions. All 13 interviews were held by the main author and lasted between 42 and 82 min, the majority being slightly above 60 min. The interviews were recorded and transcribed verbatim by the main author to increase trustworthiness (Malterud, 2009) .
The participants had different living arrangements and were neither particularly privileged nor particularly disadvantaged regarding socioeconomic factors. The participants represent the general population in metropolitan Sweden quite well, with a slightly higher educational level compared with the national average (Statistics Sweden, 2014) . Illness severity and comorbidity varied, as did well-being at the time of the interview, though most stated that they were currently feeling okay. For a description of the participants, see Table 1 .
Analysis
The analytical entry point that the authors used was interpretative content analysis. Interpretative content analysis is an empirically grounded method, exploratory in process, where text is examined to recognize meanings (Krippendorff, 2013) . It is "a research method for the subjective interpretation of the content of text data through the systematic classification process of coding and identifying themes or patterns" (Hsieh & Shannon, 2005 , p. 1278 . It differs from quantitative content analysis because the purpose is not to quantify but to interpret data to understand the manifest and latent content (Sandelowski, 2000) . The main author and last author read through the transcribed interview text several times to familiarize themselves with the material. The underlying assumption was that experiences of depression and help-seeking are somehow influenced by the social context (Rapmund & Moore, 2000) . The interview text was condensed into meaning units, maintaining the core meaning following an inductive manner and thereafter placed under two domains chosen a priori based on the aim of the study; experiences of depression and experiences of help-seeking. Each meaning unit was labeled with one or several codes. Codes entailing the same sense of meaning within the domains were then put together according to similarities and differences to form categories, subcategories and finally preliminary themes, continuously working back and forth between text, codes and categories. The main author and last author coded the material separately and then discussed and compared codes, categories, subcategories and themes. The categories and themes were then discussed and revised with one of the coauthors (KE) until agreement was reached and all coauthors approved. In the final part of the analysis, categories and themes were allowed to cross through the domains. An example of the analytical process is found in Table 2 .
Ethics
The information in the letter sent out to the participants was repeated at the time of the interview and written informed consent was obtained from all participants. All data was anonymized and kept in locked cupboards in the Department of Public Health Sciences at the Karolinska Institutet. Personal information and contact lists will be erased.
The interviewer in the current study has no medical background and participants were made aware of this to minimize potential expectations of therapeutic help. There were no connections to participants' care providers. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
All participants had been engaged in treatment and were not severely ill. Each interview was ended by asking how the participant felt to identify potential emotional suffering and, if necessary, to support the participant in finding help. A specialist in psychiatry was available during the study. The study was approved by the Stockholm Regional Ethical Review Board (2013/1223-31/1).
Results
The results are presented under the theme, categories and subcategories, as shown in Figure 1 .
It's Interfering With Life, Identity, and Gendered Ideas
The men in this study narrated their life situation in relation to their experience of depression and seeking help for their symptoms; their "illness journey". The illness journey was characterized by struggle and negotiations, where the experiences of depression and help-seeking interfered with everyday life, identity and gendered ideas.
But my own view, I've had to adjust it [his identity] very much to my depression. Before that it was one of those typical, very straight This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Struggling with everyday life. This category is built up by two subcategories: struggling with "business as usual" and struggling with anxiety and other emotions. A struggle with social withdrawal, relationships, socioeconomic circumstances, classic depressive symptoms, as well as struggling with emotions was described.
Struggling with "business as usual." The category, struggling with "business as usual," encompassed initial physical problems such as stomach problems, sleeping problems and loss of appetite. The men expressed increased emotional sensitivity as well as diminished interest and abilities to accomplish everyday tasks, such as getting out of bed, concentrating and making sense of information, "I could sit at a lecture with the feeling of a wall in front of me, not able to read the PowerPoint presentation" (Man, age 30). These challenges interfered with performance in the men's academic and occupational pursuits, "I cannot organize things and I cannot regulate how I feel some days. So I cannot, well, it's hard to make things work in ordinary life. I cannot handle a job for example" (Man, age 24).
Relationships with family and friends were affected due to increased self-centeredness, loss of trust and withdrawal from interaction. Relationships could be affected positively, ". . . well, my wife and I came closer to each other, in the end, because she got to see that I'm vulnerable" (Man, age 30). However, the impact of the illness was negative for the most part, like this man described, We've been friends for 10 years now, I think, he's sort of pissed off now as I say, he has a different psyche, he is stronger in some other way but, so he gets tired of me getting depressed. He gets angry and upset because it usually means that I hide, like we do not meet as often as he would like to because he wants to meet as often as possible, so yes, it has influenced things, sometimes, you shield yourself. (Man, age 24) Another man said, ". . . it [mental illness] will follow me all the time and it makes my life difficult and I end up in conflicts with people" (Man, age 24). Not being able to socialize when feeling bad, could lead to isolation as one man described, "I'm pretty isolated at home, though, because I'm so tired, so, I cannot really go out. I go to school and so but, really I do not have the energy" (Man, age 24). The isolation could worsen the depression and lead to feelings of loneliness.
The struggle with "business as usual" was also about recovery. The men stressed the importance of support from significant others and many described the special importance of their mother. They also expressed that engagement in healthy behaviors, focusing on good things in life or on activities that distort thoughts about the illness made the struggle toward recovery easier. Use of alcohol and drugs, as well as traveling the world was also mentioned, but did not help in the long run. Overall, they described a struggle with gaining better self-knowledge and learning skills to handle and express symptoms. The struggle was described as easier for those who were satisfied with health care services and the help they received.
Struggling with angst and other emotions. The men expressed a struggle with angst and many other feelings in their daily lives and some wondered, "why me?" in regards to depression. Those with problematic childhood circumstances, such as having an alcoholic or mentally ill father, facing economic challenges or bullying, dwelled on the impact of these experiences. Personality characteristics, such as being sensitive, and genetic inheritance were emphasized, irrespective of childhood problems.
. . . well, I believe I have my dad's genes but then I know that it is not always about that. Genes are not everything, that one can overcome bad inheritance but I think, er, he's very, he's been very badly depressed, melancholic and like stuck in a pattern, and mom, she has also been very sad and tired and melancholic. So, I inherited a lot of sadness and melancholy, gloominess, when I grew up. (Man, age 24)
The men described a struggle with feelings of having to accomplish things, having high demands on themselves with unrealistic goals. Feelings of falling behind or feelings of failure set in when trying to reach lofty goals without success. The young men blamed themselves for bad decisions and decision anxiety about educational and work choices was pronounced. Many of the men expressed conflicting feelings and struggled with worry, sadness, anger and shame. They described feelings of desires that were hard to fulfil, and struggling with low self-esteem. They also expressed feelings of fear; fear of loneliness, relapse, digging into past feelings, not being taken seriously, getting as ill as a close relative, and suicide. "I wanted to die, I felt no hope at all, I just planned how I should die, and it was pretty awful because it felt like every step I took, a knife was stabbing me" (Man, age 24).
Feelings of despair were prominent in the men's stories; the disease felt vague and hard to treat with no solution in sight, ". . . it kind of just never ended, I just could not see in which direction my life would get sorted out" (Man, age 30).
Negotiating norms of ideal masculinity. This category is built up by two subcategories: negotiating ideal masculinity to accept and express symptoms and negotiating ideal masculinity to feel accepted by others. The notion of how a man should be and behave could come from a father figure or from the society. The ideal man was described by the men as one who is strong, independent, sporty, technical, and dominant and one who is not emotionally expressive and does not ask for help. The men expressed a need to relate to this ideal, but most of them commented that they did not adhere to it themselves.
Negotiating ideal masculinity to accept and express symptoms. Looking back, almost all of the men described getting ill as a slow process. However, at the time many felt as if it was a bolt from the blue, especially the first time they experienced it. The men attributed this dissonance to their lack of awareness of their own feelings. Furthermore, the men's unawareness of their feelings was reinforced by the desire to not show or tell how bad they felt.
I overlooked it also somehow in order to push myself harder. Er then I felt like, that no, because I had not talked so much about how I really felt, how bad I felt, was perhaps not shown as much outward. (Man, age 30) The men found it difficult and complex to express how they felt, due to family culture, or because they were not themselves willing to reveal signs of weakness or fear. Also, fear that friends and This document is copyrighted by the American Psychological Association or one of its allied publishers.
family would treat them differently could hinder expression. Initial acceptance was thus difficult, but as time passed, the understanding that their feelings were reasonable and that they were not alone, helped acceptance.
I might well find it a little difficult to express feelings and things like that sometimes, yes. I know that it is, it feels a little hard, er, I've become better lately actually, to accept that one can feel bad. (Man, age 30) Realizing and coming to terms with the fact that they felt mental illness depended on their personal ideals as well as the views held by persons in their social networks. Thus, there were variations in the men's reasoning. Though succumbing to the norm that men with depression should cope on their own, the men grappled with the notion of the "ideal man", incorporating the experience of depression into their identity and ultimately feeling free to accept and express their symptoms. This process was described as easier by those whose social networks did not embrace the traditional norm of the strong and silent man, like this man expressed, "a friend of mine said, when I told him how I felt; well it sounds like you have anxiety. Well, okay, and I just thought, well maybe I have" (Man, age 30).
Negotiating ideal masculinity to feel accepted by others. Accepting problems that comes from depression and telling others about them opened up for other people's opinions and concerns, allowing the possibility of being accepted or questioned by them. The men felt it challenging, however important, to get acceptance from others. Sometimes they felt that it was difficult to be taken seriously by other people, especially as a man. Those who became ill the first time in adolescence, while attending school, experienced that their symptoms were not recognized as such, but rather perceived as normal teenage problems, ". . . well, no one seemed to notice it, except they interpreted it as truancy, and then, if you tried to talk to someone it was pretty hard to get, to kind of reach someone" (Man, age 26).
The men experienced that it could be troublesome to be accepted by friends. It was especially difficult to reveal problems and get acceptance from friends that the men did not feel comfortable with ". . . my friends, you know, we have a pretty rough jargon, so typically masculine. That we . . . so that when you finally demonstrate weaknesses, it could lead to bullying" (Man, age 30). The magnitude of the negotiation varied, but the men described that over time it became necessary to accept and express their feelings of depression, despite the traditional ideal of masculinity to not do so: ". . . and to talk as early as possible because it only gets worse the longer you wait, and it's actually okay to feel bad even if you are a boy and you do not need to be revealed as weak" (Man, age 30).
Struggling with mental health services and medicines. This category is built up by two subcategories: mental health literacy and negotiation between treatment and managing on your own. Diagnosis paved the way for receiving help but it was often preceded by a struggle with the ability, willingness and possibility to receive treatment. The men's negotiation was affected by ideal masculinity norms to keep feelings to themselves.
Mental health literacy. The men sometimes reported that they lacked the skills needed to identify depressive symptoms and to get the right care. Some expressed that women possibly were more trained and thus more privileged in these abilities: ". . . because men are not trained, most men are not trained to feel, it is simply not part of the male role and it is not something you learn as a child. You just do not feel those first symptoms" (Man, age 24).
After they had gained experience with the health care system, including counseling, their literacy skills improved. They also expressed a need to let go of male pride and their feelings of shame to gain courage and new skills. The men reported that they needed friends and family to initiate care-seeking by actually dragging them to visit mental health services. The parents had been particularly helpful, "I did not even seek help because I had already given up, mom called and brought me there" (Man, age 24).
The men experienced it as a struggle to seek care and to get the right kind of help at the right time and place. They reported that the care-seeking could be very time-consuming and that they had to have excellent skills in argumentation to receive help. Sometimes they had to exaggerate the severity of their symptoms. Many preferred to seek private care, but the expense made it difficult. It was also difficult to know where to go and whom to choose.
Negotiation between treatment and managing on your own. The men experienced that getting proper treatment and coming to terms with taking medication required negotiation with oneself and the health care system. The willingness to pursue treatment was influenced by the type and place of care available as well as the fear of being labeled mentally ill. The men described seeking contact with mental health services as a last resort. On the other hand, the men expressed that professional treatment was a necessity.
The men emphasized the importance of early intervention and that treatment should fit the severity of the illness. Seeing a therapist was considered helpful in general, but a hassle and too much counseling could possibly make things worse. Overall, compliance with treatment could be challenging, "It becomes tedious to go there every week. It is tedious and tiring to face the problem, you know, and sit in a room with each other (laughs a little) and discuss" (Man, age 24).
Though care providers were usually understanding, the men reported that they were not always taken seriously, and this was sometimes explained as a consequence of being a man. Due to time restrictions and varied skills among professionals, the men reported that luck might be needed to receive proper treatment.
The men also negotiated their feelings regarding pill-use versus "natural" treatment, such as physical exercise and healthy eating. Taking medication could involve feelings of gratitude, but the men were initially negative toward pharmacological treatment, both because of a will to manage without it and because of fear of being affected by drugs that impact the brain.
I do not want to take pills. Thus, before all this happened, I had barely taken an aspirin in my life so I do not believe, well I believe in drugs but I feel drugs which control the brain, I am a little afraid of those. (Man, age 28) However, drugs were described as acceptable in order to alleviate the worst symptoms, thereby enabling coping strategies such as seeing friends and physical exercise. Receiving effective medication with few and bearable side effects was reported as difficult. The men suggested that mental health services could be improved This document is copyrighted by the American Psychological Association or one of its allied publishers.
with "fewer pills, more talk" and that health care providers should take a holistic approach to care. One man said, ". . . well, it is difficult to get any help at all, and they do not really have time for you. I feel that you almost never get to see a psychiatrist, for example, to evaluate medication and things like that" (Man, age 24). Several men said that mental health problems among young men need to be given more attention in the health care system to relax stereotypical norms, such as the belief that men should manage depression on their own.
Discussion
With this study we highlight experiences of depression and help-seeking in a group of young urban men in Sweden, and thereby add to the picture of young men's experiences of depression. We recognized that gender socialization plays a role in how men learn to experience and express depression, as described in Addis (2008) despite the relatively high gender equality in Sweden. The theme we named: It's interfering with life, identity and gendered ideas, describes the magnitude of the difficulties that the men experienced. Ideal masculinity was perceived by the men to aggravate the acceptance of depression and willingness to seek care. Facing traditional gendered ideas in school and/or when pursuing health services further hampered acceptance and complicated treatment.
Struggling With Everyday Life and Norms of Ideal Masculinity
In line with earlier research, linking traditional masculinity to an increased risk of mental health problems (Addis & Mahalik, 2003) , the men were aware of the ideal masculinity and described the need to negotiate gender norms before acceptance of depression was possible. According to social constructivist theory, gender is actively constructed by individuals in interaction with the social environment (Addis & Cohane, 2005) . Even though the men did not adhere with ideal masculinity as promoted in society, they were influenced by it and related to it. The need to negotiate ideal masculinity on one's own and with family and friends added to the struggle with everyday life and with making depression a part of the men's identity.
Contrary to other studies that proposed that men's depressive symptoms often differ from women's and from the DSM-5 criteria (American Psychiatric Association, 2013; Lehti, 2009), we discovered that the men in the current study had symptoms that often corresponded well to the classical symptoms. However, in line with other studies (Danielsson, 2010; Danielsson et al., 2009; Danielsson & Johansson, 2005) , the men often focused on physical symptoms initially, such as stomach problems. This could be explained by physical problems being less stigmatizing and considered more masculine then mental health problems. The young men in the current study no longer had difficulties with expressing emotional pain at the time of the interview, which is supported by Danielsson's (2010) finding that young men were more prone to express emotional pain than elderly men. Interaction with family and friends as well as with health care-services plays an important role in the process of learning to understand and express the emotional symptoms of depression.
The men in the current study frequently referred to an accumulation of many different things as the cause of the depression.
Work was often mentioned and seen as playing an important role in young men's lives. Tennant (2001) identified that work is a stressor of great importance for depression in the industrialized western world. Bengs, Johansson, Danielsson, Lehti, and Hammarström (2008) , in their study on how depression is described in Swedish newspaper articles, demonstrated that work and stress were the only explanations for men developing depression. This one-sided perspective can complicate and delay men's identification and acceptance of other contributors to depression. Several of the men in the current study described difficult childhood circumstances as contributors to their illness, such as being raised by single mothers, mentally ill parents or economically weak families.
Experiencing depression may delay development to adulthood. Depression greatly impacts self-esteem and thereby possibilities for education, work and relationships. The men in the current study emphasized feeling anxiety regarding whether they had made the right choices in life. They had overwhelming feelings of struggling with, and not living up to, their own high demands. This has also been reported by other Swedish men (Danielsson et al., 2011) . High demands are something that can be good for health, if combined with a feeling of control (National Board of Health & Welfare, 2009). However, experiencing mental illness can both be a result of lack of control, and lead to a feeling of decreased control. Though not explicitly mentioned by the men in this study, other depression studies have reported lack of control as a negative impact on mental health among Swedish men (Edhborg, Carlberg, Simon, & Lindberg, 2016) . Moller-Leimkuhler (2003) demonstrated that men often respond with destructive coping strategies, influenced by traditional masculinity, for example aggression and alcohol consumption. Other studies have reported that men with depression sometimes use drugs (Heifner, 1997) , and that men with depression, use alcohol to a higher extent than women with depression (Schuch, Roest, Nolen, Penninx, & de Jonge, 2014) . These strategies were used by the men in the current study as well. However, strategies such as physical exercise, healthy eating and mindfulness were also mentioned, often as strategies following the more destructive coping strategies. These generally healthier habits are not considered masculine in the traditional sense, but are increasingly seen as a sign of status among younger generations in the Swedish metropolitan areas studied, and can therefore be relatively easy for young men to adopt. Social relations were described by the men as affecting depressive symptoms both positively and negatively. Problems with relationships due to mental-ill health have been reported in previous studies (SBU, 2004) , as have feelings of isolation (Emslie et al., 2006) . One example from the current study was that the men's isolation can be difficult for partners and friends to handle. In the recovery process, however, support from friends and family was reported to be very important. This is confirmed by several studies, which have reported that young people experiencing depression often want initial help from friends (Jorm & Wright, 2007; Oliffe et al., 2010b; Wright et al., 2005) and family (Jorm & Wright, 2007; Wright et al., 2005) .
As the onset of depression often occurs during adolescence, school is an important arena where it is essential that school personnel identify symptoms and help the teenagers to seek care. Men who had their depression debut during adolescence mentioned that it was more difficult for boys than girls to have their This document is copyrighted by the American Psychological Association or one of its allied publishers.
depression identified and taken seriously by school staff. Offering preventive interventions in school was brought up by some of the men, which is in line with social learning theory as well as social constructivist theory (Addis & Cohane, 2005) .
Help-Seeking and Medication
In addition to the problems described earlier of initially recognizing and expressing depressive symptoms, the men sometimes explained that it was difficult to know where to turn for help. The term mental health literacy, which encompasses this issue, was introduced by Jorm et al. (1997) . Mental health literacy concerning depression has been seen to be rather low, both among Swedish adults (Dahlberg, Waern, & Runeson, 2008) and adolescents (Melas, Tartani, Forsner, Edhborg, & Forsell, 2013) , with men having even lower levels than women ). In the current study the men were often in need of a parent, particularly their mother, to identify symptoms and to help them seek care. This finding is confirmed by international studies (Courtenay, 2000) which have identified that for many men it was their partner or mother who monitored their health. Being able to identify signs of depression is essential to enable early treatment and prevent more severe depression. In the current study some negotiation between treatment and labeling was identified. Link and Phelan (1995) proposed a labeling theory, demonstrating that indeed there can be positive effects of labeling, such as opening up for effective treatment, in addition to unfavorable effects. Although some of the men in the current study expressed negative feelings toward being labeled with a diagnosis, some confirmed with Link and Phelan's theory that being labeled with a diagnosis was a relief. Link and Phelan (1995) also point out that people with mental illness face cultural influences that lead to suspicion, social rejection and ultimately isolation of depressed persons. The context also impacts the effects of labeling, depending on, for example, what ideal masculinity stands for in the particular social group.
When the participants eventually sought care, they also struggled with the type and timing of treatment. It was mentioned that they might have to exaggerate their symptoms and that skills in argumentation were necessary. It is well known that not all persons in need, seek care (Edhborg et al., 2016; Forsell, 2006) . A study from Sweden shows that many would recommend someone who is mentally ill to contact a psychiatrist but few would do so themselves (Mirnezami, Jacobsson, & Edin-Liljegren, 2016) . Even when mental health literacy is high, there might be feelings of shame in care-seeking, which has been noted both in Sweden (Wallerblad et al., 2012) and in North America (Oliffe et al., 2010b; Oliffe et al., 2016) . There are still negative attitudes toward mental illness in Sweden (Mirnezami, Jacobsson, & EdinLiljegren, 2016) , as well as in for example the United States (Parcesepe & Cabassa, 2013) . Feelings of shame were identified in the current study, however, these feelings diminished after the first contact with mental health services, indicating that the first step is the hardest. According to psychodynamic theory, boys are more sensitive to shame than girls and their early experiences of identification with the mother are critical in shaping their literacy concerning emotions (Addis & Cohane, 2005) . Another overarching possible explanation for not seeking professional help is to maintain the ideal masculinity (Oliffe & Phillips, 2008) . Many of the above mentioned factors contribute to men seeking care at a later stage than women, possibly with a worse prognosis and negative implications for prevention. Additionally, most men in the current study were reluctant to resort to medication. This is in line with an earlier study reporting men with depression to use antidepressants less often than women with depression (de Monteynard, Younès, & Melchior, 2013) . This reluctance to medicate, as well as the reluctance to seek help, can be related to masculinity, for example the ideal of managing on your own. For general practitioners it is important to understand how they contribute to the construction of depression (Danielsson, 2010) . Our study highlights that men themselves consider the ideal masculinity to aggravate their depressive symptoms and care seeking. This knowledge is of vital importance for clinicians in order to increase the possibility to form successful therapeutic alliances with the men experiencing depression.
Social Status, Social Context, Masculinity, and Depression
Achieving and displaying ideal masculinity have been noted to differ between social groups (Courtenay, 2000) and contexts. The perception of ideal masculinity in higher status groups, such as it being more acceptable to express emotions, could make it easier to identify oneself as depressed. The norm of being a high-achiever can however be expected to be even more pronounced among higher status social groups. Ongoing changes in society toward increased gender equality and of the meaning of ideal masculinity could simplify the struggle with gender norms in relation to depression. Despite being young men in metropolitan areas in Sweden, which is characterized by highly educated populations at the forefront of gender equality, the men still described ideal masculinity as impacting their everyday life. The men described ideal masculinity as being strong, independent, sporty, technical, not crying and managing on one's own. Even though they did not in general perceive themselves as fulfilling the traditional conception of ideal masculinity, it had an impact on understanding and accepting their illness as well as expressing it and seeking help. This has been seen in other interviews with men experiencing depression as well, both in Sweden and other countries (Edhborg et al., 2016; Oliffe & Phillips, 2008; Oliffe et al., 2010b) . It might be more difficult for young men than elderly men to cope with depression and gender norms, as they are in the process of defining their masculine identity when hit by depression. We acknowledged that there is a tussle between ideal masculinity and everyday life before arriving at the point where experiences of depression are incorporated into a "new" identity.
Trustworthiness
This study is based on one particular group of men and their subjective portrayals of the experience of depression. The design of the study does not allow causal inference and it may be that these experiences would be described irrespective of gender. For example, personality traits (Dahlberg, 2008) and social class (Danielsson, 2010) can, besides gender, influence experiences of depression and help-seeking. Quantitative studies to disentangle the role of gender from the role of the disease's clinical profile would be valuable.
The interview guide was checked by several researchers, pilot tested and the first interview was read through by a coauthor to This document is copyrighted by the American Psychological Association or one of its allied publishers.
ensure quality. The initial analysis was performed by both the main author and last author in order to not miss relevant aspects, to agree upon categories and subcategories and to improve the possibility of not missing out on any results (Krippendorff, 2013) . Disagreements were discussed until consensus was reached among the coauthors.
The men participating in the study might be unusual in some respects. The sample was strategically chosen from an already performed RCT because of availability, practical and ethical reasons. The men had received treatment (physical activity, Internetbased cognitive-behavioral therapy or treatment as usual) in the RCT, but the majority of the participants did not complete treatment. We also allowed time between diagnosis and interview to give the men an opportunity to better elaborate on their experiences. It is possible that the men's accounts of their understanding of depression were influenced by this. As such, another sampling strategy might have been preferable. However, the strategy of the current study allowed us to reach men that had been actively reflecting on how they feel/felt themselves as well as on the help-seeking process. All but one of the participating men talked extensively about their experiences. However, we are likely to suffer from the problem described by Emslie et al. (2006) , regarding difficulties of getting quiet men to participate in studies. The men who declined participation in the current study, or who did not seek care in the first place, and therefore were not eligible for our study, may have had other experiences. Men wanting to share their story about depression probably did not feel their masculinity as threatened (Bengs et al., 2008) .
Though not usually an explicit element of qualitative content analysis, saturation as mentioned by Morse (1995) was judged to have occurred regarding this particular group of young, urban men. The number was likely enough because of the rather homogenous participant group, with interviews providing rich information. In general, this number could be considered reasonable for a qualitative study where sample variation is crucial and would not be considered too big nor too small (Malterud, 2009) .
Quotes from the transcribed interviews were used to enhance trustworthiness by illustrating the fit between data and analysis. The experiences of depression and help-seeking might vary between contexts, hence transferability is most likely for young men in similar contexts, such as those that are culturally and structurally alike.
The interpretation of this study is one of several possible understandings, as a text never produces one single meaning, as stated by Krippendorff (2013) . All knowledge constructions are socially situated (Godfrey-Smith, 2003) and to make the results more "objective," a researcher should acknowledge their positions that might influence interpretation. The authors of the current study have interests in the field and varying experiences with depression. The main author is a White woman, raised in a Swedish working class family, with a western, Christian viewpoint. This author now has experience in western academia, with a formal education in health education and a specific interest in the influence of social factors on health. The coauthors are White, middleclass women and men with a medical or sociological background. Given the background and interests of our team, it is possible that we have approached the study accordingly.
Conclusion
In this study, we described that the interviewees--young men with depression-not only have to struggle with typical depressive symptoms, but their illness journeys additionally interfered with their lives, identities, and gendered ideas. Even though the interviewed men were young and lived in relatively gender equal contexts in metropolitan areas in Sweden, ideal masculinity was perceived to interfere with the understanding and acceptance of depression as well as with the willingness to seek help. Help from family and friends, as well as the interaction with health care services, were essential in this process. The symptoms were eventually accepted and expressed and help was sought, however, the process was delayed because of prevailing gender ideals. When in contact with health care services, it was initially difficult for the men to have their depression taken seriously. The results of this study emphasize the importance of gender awareness among professionals as well as among those affected by symptoms.
